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prevention of falls in older people. Age and Ageing 38: 33–
40. [Prepared by Mark Elkins, CAP Co-ordinator.]
Question: Does assessment by a multidisciplinary team, or 
assessment by a community nurse with the ability to refer to 
other professionals, reduce further falls in recurrent fallers? 
Design: Cluster-randomised, controlled trial. Setting: 18 
general practices in the UK. Participants: Adults aged at 
least 65 years, living in the community, who had experienced 
2 or more falls in the past year, and who did not present to an 
emergency department for their most recent fall. Inability to 
participate for one year, abbreviated mental test score less 
than 7, and nursing home placement were exclusion criteria. 
Randomisation of 516 participants allotted 213 to care by 
the multidisciplinary team (secondary care), 141 to care 
by the community nurse (primary care), and 162 to usual 
care. Interventions: Participants allocated to secondary 
care attended a multidisciplinary clinic (comprising a 
doctor, nurse, physiotherapist, and occupational therapist) 
with referral for investigations, interventions (including 
Homecheck), and follow-up if necessary. Participants 
allocated to primary care were assessed by a community 
nurse who identified risk factors for falls and could refer 
to other professionals. Participants in the usual care group 
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were assessed by their usual primary care physicians, who 
provided management at their own discretion. Outcome 
measures: The primary outcome was the proportion of 
participants in each group who had at least one fall during 
the follow-up period of 12 months. Other outcomes were 
death, move to institutional care, change in Barthel score, 
change in the timed Get Up and Go score, fall-related 
fractures, and hospitalisations. Participants lost to follow-up 
were assumed to have had an adverse outcome. Results: 466 
participants contributed data to the primary outcome, with 
an adverse outcome assumed for a further 39 participants on 
falls and other dichotomous outcomes. At 12 months, 75% 
of the secondary care group, 87% of the primary care group, 
and 84% of the usual care group had fallen. Secondary care 
prevented significantly more falls than usual care (adjusted 
odds ratio 0.52, 95% CI 0.35 to 0.79). The secondary care 
group also had a significantly more positive Barthel index 
than the usual care group. The groups did not significantly 
differ on the other outcomes. The data were also analysed 
without imputing adverse outcomes for participants who 
were lost to follow-up. Compared to the usual care group, the 
secondary care group had significantly fewer falls, fractures, 
hospitalisations, and deaths. Conclusion: Multidisciplinary 
assessment of elderly, recurrent fallers reduces the risk of 
further falls compared to usual care. Assessment of risk 
factors for falls by a community nurse with the potential to 
refer to other professionals did not have the same benefit.
Commentary
The Winchester Falls Project concludes that a 
multidisciplinary intervention in secondary care is effective 
in reducing falls in community dwelling older people who 
have suffered recurrent falls in the previous year.
The design and analysis of cluster-randomised, controlled 
trials is notoriously difficult. Such designs are particularly 
vulnerable to selection bias, which occurs where individuals 
are recruited after the unit of randomisation (in this case the 
general practice) is aware of their allocation (Farrin et al 
2005). Those practices allocated to the intervention arms are 
often highly motivated to recruit, whereas those allocated 
to the control arm are not. This can result in imbalances in 
the fraction of eligible participants being recruited, and also 
in the general demographic profile of the samples within 
each trial arm. Unfortunately, the authors of the Winchester 
Falls Project fail to provide a sufficiently accurate account 
of the population base in each of the trial arms to determine 
the extent of this problem. Complex statistical models have 
been built to deal with the imbalances, which favour the 
multidisciplinary intervention arm as it contains fewer 
women and people of younger age. These shortcomings 
withstanding, the conclusion that falls can be prevented 
in recurrent fallers is merited. Comments relating to other 
outcomes and secondary analyses are much less robust and 
readers are advised to be circumspect. It is disappointing 
that the authors have not provided a better description of the 
intervention tested to enable both researchers and clinicians 
to gain more from their work.
The reference list for the paper is now quite dated. An 
updated systematic review and meta-analysis of multi-
factorial fall prevention programs was published recently 
and concluded that multi-factorial fall prevention programs 
may not be as effective as originally estimated, with the 
fall reduction being approximately 9%, and no evidence of 
fracture reduction (Gates et al 2008). The findings of the 
Winchester Falls Project are remarkably similar. Future 
research must determine whether these relatively small 
gains are cost effective, and assess the broader impact on 
health-related quality of life.
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